Introduction {#s1}
============

Approximately 1.5 million large-diameter metal-on-metal hip replacements (MoMHRs) have been implanted worldwide in the form of stemmed THAs and hip resurfacings. However, MoMHRs have experienced unexpected high short-term revision rates \[[@R26], [@R27]\]. Revision surgery for MoMHRs can be indicated for problems like dislocation, loosening, infection or fracture, or for an unanticipated complication termed adverse reactions to metal debris (ARMD) \[[@R10], [@R13], [@R20], [@R21]\]. ARMD can cause large, destructive periprosthetic masses, which often are treated with revision \[[@R10], [@R13], [@R21]\]. Although worldwide regulatory authorities have subsequently advised against the future use of most MoMHR devices, patients with these implants in situ require followup to help in the early detection of complications \[[@R15], [@R18], [@R28]\].

Despite the high revision rates of MoMHRs \[[@R26], [@R27]\], at least 80% of these implants remain in situ \[[@R5], [@R20]\]. However, little is known about the risk of complications and reoperation after MoMHR revision surgery, especially when performed for ARMD \[[@R17]\]. Early observations suggested that half of the patients revised for ARMD sustained major complications, and more than one-third underwent reoperation \[[@R10]\]. Similar observations were reported in subsequent small cohorts \[[@R19], [@R23]\]. Furthermore, ARMD revision surgery has been associated with an increased risk of early complications and reoperation and inferior patient-reported outcome scores compared with MoMHR revisions performed for non-ARMD indications \[[@R10]\]. The poor prognosis after ARMD revision was thought to be the result of the invasive and destructive nature of these lesions \[[@R10], [@R13], [@R21]\]. This led surgeons and regulatory authorities to widely recommend performing early revision in MoMHRs with ARMD \[[@R7], [@R10], [@R18], [@R28]\]. Surgeons subsequently adopted a lower threshold for performing revision specifically for ARMD with the goal of improving the subsequent prognosis after these ARMD revision procedures \[[@R7], [@R10], [@R14]\]. Given many young and active patients undergoing MoMHR are likely to require revision surgery for ARMD in the future \[[@R5], [@R14], [@R20]\], it is important to have robust information about the risk of complications and reoperation after this unanticipated revision indication compared with patients undergoing MoMHR revisions for non-ARMD indications, which represent the conventional modes of arthroplasty revision. However, no large cohorts have compared the risk of complications and reoperation after MoMHR revision surgery for ARMD with those after non-ARMD revisions.

The National Joint Registry (NJR) for England and Wales was established in April 2003 to identify poorly performing implants early \[[@R20]\]. It is the world's largest arthroplasty registry, containing details of two million joint replacement procedures. We assessed a large patient cohort from the NJR who all underwent MoMHR revision surgery and asked the following questions: (1) Does the risk of intraoperative complications differ between MoMHRs revised for ARMD compared with non-ARMD indications? (2) Do mortality rates differ after MoMHRs revised for ARMD compared with non-ARMD indications? (3) Do rerevision rates differ after MoMHRs revised for ARMD compared with non-ARMD indications? (4) How do implant survival rates differ after MoMHR revision when performed for specific non-ARMD indications compared with ARMD?

Materials and Methods {#s2}
=====================

A retrospective observational cohort study was performed using NJR data. The NJR records all hip replacements performed at all hospitals in England and Wales. Patients provide voluntary consent for their personal details to be recorded within the NJR, which is typically obtained before undergoing surgery. These unique patient identifiers subsequently allow linkage of primary hip replacements to any future surgical procedures in which components are removed or exchanged. The NJR achieves high levels of patient consent (93%) and procedure linkage (95%) \[[@R20]\]. Furthermore, recent validation studies have demonstrated that when revision procedures have been captured within the NJR, the data completion and accuracy were excellent \[[@R24], [@R25]\]. Before obtaining the data set, the NJR database was linked with the Office for National Statistics (ONS) database using unique patient identifiers. The ONS provides data on all-cause mortality.

The study protocol was approved after submission of a formal application to the NJR Research Sub-Committee. Because patients provide informed consent for inclusion of their data in the NJR, further approvals such as from the institutional review board were not required for this study. Anonymized patient data were extracted from the NJR on August 14, 2015. This data set contained details of all primary MoMHRs (MoM THAs and hip resurfacings) recorded in the NJR in patients who subsequently underwent revision surgery for any indication between August 1, 2008, and August 14, 2014 (n = 5867). The former date represents when the NJR introduced the term adverse soft tissue reaction to particulate debris on the data capture forms as a revision indication for surgeons to select. We have elected to classify this revision indication as ARMD throughout, given that this is currently the most commonly used and accepted term in the literature \[[@R13]\]. Before this term was added to the NJR data capture forms, ARMD revisions were either undiagnosed or incorrectly recorded using non-ARMD indications. The latter study date allowed a minimum 1-year followup for assessing the study endpoints after revision.

Hip revisions were excluded if it was not possible to confirm that the primary hip replacement had a MoM bearing surface (n = 2) and when incomplete data were available for revision procedures involving two or more stages (n = 73) (Fig. [1](#F1){ref-type="fig"}). We also excluded all MoMHR revisions in which the intraoperative findings included "other" but ARMD was not recorded (n = 884). Because recognition of ARMD as a clinical problem associated with MoMHRs occurred over time \[[@R10], [@R13], [@R21]\], it was possible that some or all of these "other" patients may have had undiagnosed ARMD or incorrectly recorded ARMD. This left 4908 patients with primary MoMHRs (2913 MoM THAs and 1995 hip resurfacings) undergoing revision surgery for any indication (Fig. [1](#F1){ref-type="fig"}).

![A flowchart illustrating the selection criteria used in this study.](abjs-476-245-g001){#F1}

This study was specifically designed to assess the effect of MoMHR revision indication on the subsequent risk of intraoperative complications, mortality, and rerevision. Despite using a large registry cohort, the number of events for each endpoint was suspected to be relatively small. Adjusting for all patient and surgical covariates was likely to lead to overfitting of any statistical models with other covariates having the potential to incorrectly influence the findings between revision indication and the subsequent risk of intraoperative complications, mortality, and rerevision. Furthermore, baseline characteristics differed substantially between the ARMD and non-ARMD groups (Table [1](#T1){ref-type="table"}).

###### 

Patient and surgical factors before and after propensity score matching
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Given the potential for confounding by revision indication to affect comparison of the study endpoints, revision procedures for ARMD and non-ARMD indications were matched for multiple potential confounding factors using propensity score techniques \[[@R3], [@R9]\]. The propensity score summarizes the numerous patient and surgical factors that were used in the matching process (detailed subsequently) using one single score for each revised hip. The patient and surgical factors within the ARMD and non-ARMD groups subsequently became much more balanced once the groups had been matched based on the propensity scores, which in turn should improve the validity of the study findings. Matching was performed using a one-to-one ratio. The algorithm used matched on the logit of the propensity score with a 0.02-SD caliper width. We used greedy matching (that is, each ARMD revision patient was matched to the nearest non-ARMD revision patient) without replacement (once a match is made, that specific patient was no longer available as a potential match for subsequent patients), which has been shown to have superior performance for estimating treatment effects \[[@R3]\]. ARMD and non-ARMD groups were matched for all covariates listed (Table [1](#T1){ref-type="table"}), including age, sex, body mass index (BMI), primary arthroplasty, year of revision, American Society of Anesthesiologists grade, surgeon grade, surgical approach, the number of revision indications recorded by the operating surgeon, and components implanted including bearing surface and femoral head size. The final matched cohort for analysis included 2576 MoMHR revision procedures with 1288 in the ARMD group (660 THAs and 628 hip resurfacings) and 1288 in the non-ARMD group (713 THAs and 575 hip resurfacings) (Fig. [1](#F1){ref-type="fig"}). The mean followup from revision surgery for both groups was 3 years (range, 1-7 years).

All surgeons in England and Wales complete a data capture form after performing any primary or revision hip arthroplasty. These forms are subsequently submitted to the NJR and entered into their database. For all arthroplasty procedures, the NJR collects data on patient demographics and the surgical procedure, which were all used in the matching process (see previously and Table [1](#T1){ref-type="table"}). In addition, NJR data for all revision procedures included details of the one or more intraoperative findings recorded by the operating surgeon (ARMD, infection, fracture, loosening, lysis, dislocation, subluxation, implant malalignment, implant mismatch, cup wear, implant fracture, liner dissociation, pain, and other).

The binary study exposure was whether a MoMHR revision was performed for ARMD or non-ARMD indications with hips in each group matched as described. Further analysis was performed with the non-ARMD group subdivided into specific revision indications. When multiple revision indications were recorded, the following hierarchy was used, which was developed using previous studies \[[@R11], [@R12]\]: (1) ARMD; (2) infection; (3) fracture; (4) loosening and/or lysis; (5) dislocation/subluxation; (6) other (includes implant malalignment/mismatch, cup wear, implant fracture, and liner dissociation); and (7) unexplained pain. Revisions for fracture and loosening and/or lysis included revisions of the acetabular and/or femoral side \[[@R11], [@R12]\].

The three study endpoints of interest were intraoperative complications during MoMHR revision (including calcar crack, pelvic and/or femoral shaft penetration, trochanteric and/or femoral shaft fracture, and other complications), all-cause mortality, and all-cause rerevision surgery after revision. Implant survival rates in the non-ARMD group were also determined for each specific revision indication with each individual non-ARMD indication subsequently compared with the implant survival rate after ARMD revision.

Statistical Analysis {#s2-1}
--------------------

There was missing data for three covariates (BMI, revision femoral head size, revision bearing surface). BMI contained a significant proportion of missing values as well as a number of implausible values (such as 0 or 1 kg/m^2^). The NJR does collect information on the arthroplasty components implanted. However, data on femoral head size and bearing surface at the MoMHR revision procedure were not consistently available (either truly missing or ambiguous and therefore considered missing). This most notably occurred when incomplete revision procedures were performed (ie, when one or more components from the primary MoMHR was retained at revision). Multiple imputation methods were used to provide estimates for the missing data values in the three covariates with incomplete data with a total of 50 imputed data sets generated. Imputation models included all other covariates with complete data available as well as the study endpoints (including Nelson-Aalen estimate for survival models) given they all carried information about the missing covariate values. As a sensitivity analysis, the study endpoints were also assessed using a complete case data set, which excluded BMI only given the large proportion of missing BMI data (35%) (see Appendix, [Supplemental Digital Content 1](http://links.lww.com/CORR/A1)).

Logistic regression was used to generate a propensity score, representing the probability that a MoMHR was revised for ARMD. ARMD and non-ARMD revisions were subsequently matched based on the propensity score. Standardized mean differences (SMDs) were examined both before and after matching to assess for any covariate imbalance between ARMD and non-ARMD revisions with SMDs of ≥ 10% considered suggestive of covariate imbalance \[[@R2]\].

Cumulative patient and implant survival rates after MoMHR revision were determined using the Kaplan-Meier method. The endpoint for implant survival was rerevision surgery (any component removal or exchange). Patients not undergoing rerevision or death were censored on the study end date (August 14, 2015). The study endpoints after revision surgery were compared between ARMD and non-ARMD groups using logistic (intraoperative complications) and Cox (mortality and rerevision) regression models. To account for clustering within the matched cohort, a robust variance estimator was used in the Cox regression models with a conditional logistic regression model used for assessing intraoperative complications \[[@R4]\]. For Cox regression, proportional hazards assumptions were assessed using Schoenfeld's residuals. Univariable regression models were assessed for the matched cohort as well as adjusted models. These adjusted models accounted for any residual covariate imbalance after matching, which was defined as an SMD of ≥ 10% for any covariate after matching. One of the non-ARMD indications for revision was infection, which can be associated with higher mortality \[[@R6], [@R30]\]. As a sensitivity analysis, these regression analyses were therefore repeated in a matched cohort of patients in which MoMHR revisions performed for infection had been excluded.

We used R (Version 3.1.2; R Foundation for Statistical Computing, Vienna, Austria) to perform the propensity score matching and Stata (Version 13.1; College Station, TX, USA) for all other analyses. Probability values \< 0.05 and 95% confidence intervals (CIs) were used.

Results {#s3}
=======

There was no difference between the ARMD (2.4%) and non-ARMD (2.5%) MoMHR revisions in terms of the risk of intraoperative complications (odds ratio, 0.97; CI, 0.59-1.59; p = 0.900; Table [2](#T2){ref-type="table"}). The most common intraoperative complications in both groups were calcar and greater trochanteric fractures. A regression model adjusting for two covariates with residual imbalance after matching (time from primary to revision and year of revision) produced similar results as the unadjusted models (Table [2](#T2){ref-type="table"}). When revisions performed for infection were excluded from the non-ARMD group, there was still no difference in the risk of intraoperative complications between matched ARMD and non-ARMD revisions (odds ratio, 1.00; CI, 0.58-1.82; p = 1.00; see Appendix, [Supplemental Digital Content 2](http://links.lww.com/CORR/A32)).

###### 

Intraoperative complications, implant survival, and patient survival after metal-on-metal hip replacement revision surgery in the matched cohort

![](abjs-476-245-g004)

All-cause mortality rates were lower after ARMD revision compared with non-ARMD revision (Table [2](#T2){ref-type="table"}). The 5-year cumulative all-cause patient survival rate after ARMD revision was 96.9% (CI, 92%-99%) compared with 95.5% (CI, 93%-97%) after non-ARMD revision (hazard ratio \[HR\], 0.43; CI, 0.21-0.87; p = 0.019). However, when revisions performed for infection were excluded from the non-ARMD group, there was no difference in mortality rates after ARMD revision compared with matched non-ARMD revisions (HR, 0.69; CI, 0.35-1.37; p = 0.287; see Appendix, [Supplemental Digital Content 2](http://links.lww.com/CORR/A32)). The overall all-cause mortality risk was 1.6% (n = 41) with a mean time from revision to death of 2 years (range, 0.1-6 years). A regression model adjusting for two covariates with residual imbalance after matching (time from primary to revision and year of revision) produced similar results as the unadjusted models (Table [2](#T2){ref-type="table"}).

All-cause rerevision rates were lower after ARMD revision compared with non-ARMD revisions (Table [2](#T2){ref-type="table"}). The 5-year cumulative all-cause implant survival rate after ARMD revision was 94.3% (CI, 92%-96%) compared with 90.5% (CI, 88%-93%) after non-ARMD revision (HR, 0.52; CI, 0.36-0.75; p \< 0.001; Fig. [2](#F2){ref-type="fig"}). The overall all-cause rerevision risk was 5% (n = 134). Mean time from revision to rerevision was 1.4 years (range, 0.003-6 years). Rerevision indications included dislocation/subluxation (21%; n = 28), ARMD (19%; n = 26), infection (17%; n = 23), loosening and/or lysis (17%; n = 23), other (11%; n = 15), unexplained pain (8%; n = 10), and fracture (7%; n = 9). A regression model adjusting for two covariates with residual imbalance after matching (time from primary to revision and year of revision) produced similar results to the unadjusted models (Table [2](#T2){ref-type="table"}). When revisions performed for infection were excluded from the non-ARMD group, ARMD revisions continued to have lower rerevision rates compared with matched non-ARMD revisions (HR, 0.59; CI, 0.40-0.89; p = 0.011; see Appendix, [Supplemental Digital Content 2](http://links.lww.com/CORR/A32)).

![A Kaplan-Meier graph illustrating the cumulative all-cause implant survival rate after revision surgery performed for ARMD indications compared with non-ARMD indications. The shaded area represents the respective upper and lower limits of the 95% CIs. During the first 0.5 years after revision surgery, the proportional hazards assumption was not satisfied (**A**) with the non-ARMD revision group having a disproportionally higher rate of rerevision compared with the ARMD group. From 0.5- to 5-year followup from revision surgery, the proportional hazards assumption was satisfied (**B**).](abjs-476-245-g005){#F2}

Compared with ARMD revision, implant survival rates were lower when MoMHR revisions were performed for infection, fracture, loosening and/or lysis, dislocation/subluxation, and unexplained pain (Table [3](#T3){ref-type="table"}). Revisions performed for infection (81.2%; CI, 55%-93%; p = 0.003) and dislocation/subluxation (81.9%; CI, 69%-90%; p \< 0.001) had the lowest 5-year implant survival rates when compared with revisions for ARMD (94.3%; CI, 92%-96%).

###### 

Comparison of implant survival rates by specific metal-on-metal hip revision indication
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Discussion {#s4}
==========

Early studies observed MoMHR revisions performed for ARMD had a high risk of rerevision, poor patient-reported outcomes, and inferior results compared with non-ARMD revisions \[[@R10], [@R19], [@R23]\]. Subsequently, surgeons and worldwide regulatory authorities widely recommended early revision for ARMD with a lower surgical threshold adopted \[[@R7], [@R10], [@R14], [@R18], [@R28]\]. Given the high revision rates of MoMHR \[[@R5], [@R14], [@R20]\] coupled with the fact that many patients undergoing MoMHR will undergo regular patient surveillance over future years \[[@R15], [@R18], [@R28]\], it is expected that a large proportion of this young and active patient population is likely to require revision surgery for ARMD. Therefore, it is important for surgeons to have robust information that they can use to counsel patients about the risk of complications and reoperation after this unanticipated revision indication compared with patients undergoing MoMHR revisions for non-ARMD indications, which represent the conventional modes of arthroplasty revision. However, large cohort studies comparing these different revision indications are lacking. We observed patients undergoing MoMHR revision for ARMD had approximately half the risk of rerevision and death compared with matched patients undergoing non-ARMD revisions; however, infected MoMHR revisions were responsible for the increased mortality risk observed after non-ARMD revision. Non-ARMD revisions performed for infection and dislocation/subluxation had the lowest implant survival. These findings are clinically important because they are contradictory to earlier observations, namely that MoMHR revisions performed for ARMD had a higher risk of complications and reoperation compared with non-ARMD revisions \[[@R10], [@R19], [@R23]\].

This study has a number of limitations. First, using observational data means, we cannot infer causality. Second, our inclusion criteria may have introduced selection bias. Excluding incompletely recorded staged revisions may have affected reporting of the study endpoints in non-ARMD revisions because most staged revisions are performed for infection. We also excluded non-ARMD revisions with "other" indications, which may have represented undiagnosed or incorrectly recorded ARMD, especially during the early years \[[@R10], [@R13], [@R21]\]. Although this provided a more robust cohort for analysis, the earliest and most severe ARMD revisions with the highest risk of complications and reoperation \[[@R10]\] may have been excluded. However, using linked data from the world's largest arthroplasty registry ensures adequate statistical power and reporting on an unselected population using robust statistical methods, including propensity score matching, minimizes the potential for confounding by revision indication (analysis in unmatched patients demonstrated different results; see Appendix, [Supplemental Digital Content 3](http://links.lww.com/CORR/A3)). Third, the non-ARMD group comprised a heterogeneous collection of revision indications, which could feasibly range from simple problems (for example, early component loosening with no bone loss) to complex ones (such as infection with severe osteolysis). All non-ARMD indications were grouped together for this study because (1) these represent all modes of conventional hip arthroplasty revision, whereas ARMD represents an almost unique mode of revision in MoMHRs \[[@R5], [@R20]\]; and (2) the initial MoMHR revisions performed for ARMD were associated with an increased risk of early complications and reoperation and inferior patient-reported outcome scores compared with revisions performed for non-ARMD indications, which subsequently led to the widespread recommendation of early revision for ARMD with a lower surgical threshold adopted \[[@R10]\]. Nevertheless, it is recognized that depending on the proportion of different revision indications and procedural complexities in the non-ARMD group, the heterogeneous non-ARMD group could potentially lead to incorrect conclusions being drawn about the different study endpoints in non-ARMD revisions relative to ARMD revisions. For this reason, sensitivity analysis was performed in which MoMHR revisions performed for infection were excluded with the findings from this analysis discussed subsequently.

A fourth limitation was that despite using multiple imputation, missing data for some variables (namely BMI) may have affected the findings. However, sensitivity analysis based on the complete data set (excluding BMI) produced similar findings and effect sizes (see Appendix, [Supplemental Digital Content 1](http://links.lww.com/CORR/A1)). Fifth, despite matching, there is potential for residual confounding. However, the observed effect sizes were large; therefore, it is unlikely any unmeasured factors would be large enough to change the direction of the effect sizes. Matching may also have reduced the generalizability of our findings given that almost half of the unmatched cohort was excluded from the matched analysis. Many pre-2012 revisions were excluded after matching, which may represent patients with the most difficult and aggressive ARMD who experienced the highest risk of complications and reoperation \[[@R10], [@R19], [@R23]\]. However, the direction of the effect sizes for all study endpoints was the same in the unmatched and matched cohorts (see Appendix, [Supplemental Digital Content 3](http://links.lww.com/CORR/A3)).

A sixth limitation was that registries do not record histopathologic and microbiologic results from intraoperative samples; therefore, in some cases, the revision diagnoses recorded by surgeons may have changed after sample analysis. Seventh, although further surgery represents an important endpoint to consider after revision, the NJR does not collect data on nonrevision procedures such as those performed for dislocations (closed reductions), infections (débridement and washout), and periprosthetic fractures (internal fixation). Eighth, registries potentially underreport revisions \[[@R24]\], although there is no reason to suspect that underreporting would differ between groups. Ninth, it is recognized that patient followup after MoMHR revision surgery was likely to be less stringent than the regular patient surveillance used before revision \[[@R18], [@R28]\]. This may have also led to underreporting of rerevisions after both ARMD and non-ARMD revision procedures, which would mean that the implant survival rates observed in the present study represent a best case scenario for both groups. Finally, it is feasible that both patients and surgeons might be increasingly reluctant to undertake rerevision surgery even if the revision arthroplasty was not functioning well. Although this would similarly result in the underreporting of rerevisions, there is no reason to suspect that the magnitude of underreported rerevisions would differ between the revision groups.

There were no differences in the risk of intraoperative complications between matched ARMD and non-ARMD revisions with femoral fractures representing the most common complications as reported during conventional THA revisions \[[@R1]\]. We are unaware of any studies specifically reporting on intraoperative complications after MoMHR revision surgery performed for different revision indications. This may be because these events are considered rare and require large cohort studies, which are lacking. However, it is important to define the risks given the increasing burden of MoMHR revision surgery \[[@R7], [@R20]\]. The risk of intraoperative periprosthetic femoral fractures in both ARMD and non-ARMD revisions was lower than in previous studies \[[@R1]\], although this may reflect the present cohort including many revision procedures in which the femoral component was retained, and also including revisions of hip resurfacings, which are designed to conserve femoral bone stock. The potentially destructive nature of ARMD lesions can lead to significant bone defects, which can require major reconstruction \[[@R10], [@R13], [@R17]\]. The low and similar risk of intraoperative periprosthetic femoral fractures in ARMD and non-ARMD revisions in the present large cohort is therefore somewhat reassuring.

Although patients undergoing ARMD revisions had half the risk of death compared with all non-ARMD revisions, there was no longer a difference in the mortality risk between the groups when revisions performed for infection were excluded. This suggests that infected MoMHR revisions were responsible for the increased risk of mortality initially observed after non-ARMD revision. In non-MoMHR revisions, the risk of mortality is higher when procedures are performed for periprosthetic infection compared with aseptic indications \[[@R6], [@R30]\]. This difference can persist for up to 5 years after revision with the risk of mortality after revision for periprosthetic infection being similar to some common cancers \[[@R30]\]. However, the reasons for the increased mortality associated with infected revisions are complex and multifactorial \[[@R22]\]. The present findings regarding an increased mortality risk after MoMHR revisions for infection therefore are similar to observations in non-MoMHR revisions performed for infection. However, we are unaware of any other studies reporting mortality rates after MoMHR revision surgery performed for different revision indications.

The observation that ARMD revisions have half the risk of rerevision compared with non-ARMD revisions is contradictory to previous observations with this finding persisting even when the revisions for infection were removed from the non-ARMD group. Numerous small studies have reported an increased risk of early complications and reoperation after their initial experience with ARMD revision surgery \[[@R10], [@R16], [@R19], [@R23]\] with an increased early risk of rerevision compared with non-ARMD indications \[[@R10]\]. However, these studies had numerous limitations that may explain the differences between their findings and ours; those earlier studies were smaller, often underpowered, single-center cohorts perhaps influenced by surgeon inexperience (first MoMHR revisions performed) with the potential for confounding by revision indication. The Australian Joint Registry recently reported high rerevision rates after 884 MoMHR revisions with rerevision not influenced by type of revision performed or bearing surface implanted \[[@R8], [@R29]\]. However, important limitations included reporting on a relatively small cohort (with \< 200 ARMD revisions), excluding stemmed MoM THAs, including the initial MoMHR revisions performed, which may influence the findings, not stratifying the cohort by revision indication, and only reporting rerevision rates \[[@R8], [@R29]\]. Comparing our 5-year implant survival rates (ARMD = 94.3%; non-ARMD = 90.5%) with those after revision of conventional THAs in the NJR (88%-89% depending on bearing and fixation) \[[@R20]\] suggests that matched non-ARMD revisions have similar or better implant survival as conventional THA revisions. The implant survival rates after ARMD revision in this study were certainly much improved compared with those reported for the earliest ARMD revisions (5-year implant survival rate of 56%) \[[@R16]\]. We suspect that the reduced rerevision risk observed after ARMD revision in our study relates to increased awareness of this problem, regular patient surveillance, and the widespread adoption of early surgery and a lower threshold for performing ARMD revisions following recommendations from worldwide regulatory authorities and surgeons \[[@R7], [@R10], [@R14], [@R15], [@R18], [@R28]\]. Even when acknowledging our limitations, we can conclude that ARMD revision surgery does not appear to cause any additional morbidity compared with non-ARMD revisions. The lower rerevision rates after ARMD revision therefore provide some reassurance to both surgeons and patients given the extremely poor prognosis initially reported \[[@R7], [@R10], [@R19], [@R23]\]. However, surveillance bias of patients after MoMHR (more regular patient followup, additional investigation with blood metal ions and cross-sectional imaging, and performing revision surgery for ARMD at an earlier stage than previously) is also likely to have contributed to the increasing rate of ARMD revision surgery with extended followup \[[@R14]\]. Therefore, some MoMHR revisions may actually be performed too early, which has the potential for surgical risk outweighing any benefits. Although research is needed to refine the thresholds for performing ARMD revision surgery, we consider the threshold for performing ARMD revision need not be lowered further.

Although many non-ARMD indications (loosening and/or lysis, fracture, unexplained pain) had inferior implant survival compared with ARMD revisions, MoMHRs revised for infection and dislocation/subluxation had the poorest implant survival. Managing periprosthetic joint infection is challenging with a high risk of complications and reoperation reported after conventional THA revisions for infection \[[@R6], [@R22]\]. This study confirms the same is true for infected MoMHR revisions. Contrary to other bearing surfaces in which infected revisions occur early, the revision risk for infection continues to increase with time since implantation in MoMHR \[[@R20]\]. Although the reasons for this remain unknown, this is concerning given that many MoMHRs may undergo future revision for infection and the poor prognosis reported here for this subgroup. Dislocation is uncommon after large-diameter MoMHR \[[@R14], [@R19]\], but if it occurs, our findings suggest rerevision rates are high after revision. We suspect that controlling hip instability in MoMHRs is challenging and likely to be multifactorial with some hips requiring a reduction in femoral head size at revision. The higher rerevision rates observed in non-ARMD revisions are concerning given many such revisions continue to be performed \[[@R5], [@R20]\]. Our work provides surgeons with evidence that can be used to counsel and inform patients about the substantial risks associated with non-ARMD revision surgery, especially when performed for infection or dislocation/subluxation.

It is worth acknowledging that 19% of rerevisions performed in the whole matched cohort were performed for ARMD, which appears high. Recurrence of ARMD has been frequently reported after MoMHR revision surgery performed for both ARMD and non-ARMD indications \[[@R16], [@R17]\]. The present study observed that rerevisions for ARMD were not the result of initially revising to another MoM bearing surface given that this happened in only a few patients (Table [1](#T1){ref-type="table"}) of which none subsequently required rerevision for ARMD. However, because we analyzed registry data, it is only possible to speculate reasons for ARMD rerevision, which include incomplete ARMD lesion débridement (either intentional or unintentional), revision to a construct that includes a MoM junction (such as a cobalt-chrome femoral head on a titanium alloy femoral taper despite a metal-on-polyethylene bearing surface), or possible misdiagnosis of the initial revision indication \[[@R17]\].

Contrary to previous observations, this large nationwide study observed that patients undergoing MoMHR revision surgery for ARMD have approximately half the risk of rerevision compared with matched non-ARMD revisions. We suspect worldwide regulatory authorities have positively influenced rerevision rates after ARMD revision by promoting regular patient surveillance and recommending that surgeons exercise a lower revision threshold. We conclude that performing early revision surgery for ARMD has not been associated with additional morbidity compared with non-ARMD revisions and consider the threshold for performing ARMD revision surgery need not be lowered further. The high risk of rerevision after MoMHR revisions performed for infection and dislocation is concerning and requires further investigation. Infected MoMHR revisions were responsible for the increased mortality risk observed after non-ARMD revision, which parallels findings in infected non-MoMHR revisions.
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